Though the analysis has been done very well, it had two potential limitations.
It appears as if the authors have studied the changes in consecutive years from 1998 to 2004, but the incidence and case fatality rates compared were based only on two time points (1998 and 2004) , so may not reflect serial change in trends. Patients younger than 35 years and older than 75 years were not included, so the results may not truly reflect actual data of all age groups.
A number of population-based studies revealed similar changes in temporal trends of stroke [3] [4] [5] [6] [7] . Over the last four decades, there has been a temporal change in the incidence, type of stroke and case fatality rates in many parts of the world. The trend was different among various populations depending upon cultural and lifestyle habits, as well as the use of preventive strategies, diagnostic modalities and medical care. The incidence, causes and types of stroke change over time as populations move through different transition phases [8] . In the early transition phase, hypertension is the important risk factor, responsible for most of the hemorrhagic strokes. However, in the later transition phase, sedentary lifestyle, diabetes, obesity and dyslipidemia are more important risk factors for the development of ischemic strokes. Most of the African countries are in the early phase, most of the Asian and South American population are in the intermediate phase, while the USA and European countries are in the later phase of transition.
The worldwide trends in stroke incidence and mortality have been systematically analyzed by Feigin et al. [9] in 56 populationbased studies . The authors reported that in the last four decades, there has been a 42% decrease in stroke incidence in high-income countries, but a more than 100% increase in lowto middle-income countries. Stroke incidence decreased by 1.1% in high-income countries but increased by 5.3% in low-to middleincome countries. In the last decade, stroke incidence rates in lowto middle-income countries exceeded those of high-income countries by 20% (117 and 94 per 100,000, respectively). Incidence rates of ischemic strokes were found to be very similar in low-, medium-and high-income countries; however, the incidence of hemorrhagic strokes has doubled in low-and medium-income countries compared to high-income countries.
Possible reasons for the decreased incidence of ischemic strokes in developed countries are better preventive measures, early detection and management of risk factors; whereas changes in lifestyle and increased longevity along with lack of awareness and inadequate use of preventive measures in developing and undeveloped nations are likely responsible for the increasing incidence. On the other hand, hemorrhagic strokes showed relatively stable trends. In the early phase, untreated hypertension was the important factor, while in the later phase, along with hypertension, greater use of antiplatelets and anticoagulants was associated with hemorrhagic strokes.
Worldwide, stroke and other cerebrovascular diseases are responsible for 6.15 million deaths (10.8% of all deaths), and stroke is the second most common cause of mortality after ischemic heart disease. In the high-income and middle-income countries, stroke accounts for 8.7 and 12.8% of deaths, respectively. In lowincome countries, infective illnesses are the leading cause of mortality, whereas stroke and other cerebrovascular diseases are responsible for 4.9% of all deaths and rank sixth [1] .
Bonzini et al. [2] have reported annual stroke incidence rates and case fatality rates for the years 1998 and 2004 in the population-based Cardiovascular Monitoring Unit in Northern Italy stroke register in Brianza, Northern Italy. This is a very well-conducted study. The registry had 459,636 persons in the year 1998 and 500,520 in the year 2004 aged 35-74 years. The diagnosis of stroke was based on WHO Multinational Monitoring of Trends and Determinants in Cardiovascular Disease criteria. Stroke was considered fatal if death occurred within 4 weeks from the onset of stroke.
The annual incidence of stroke was almost the same in 1998 (1,314) and 2004 (1,362). There was a 44.4 and 40.6% decline in age-adjusted cerebrovascular death rates for ischemic strokes among men and women, respectively. However, no statistically significant change in death rates was observed in patients with hemorrhagic strokes.
Between the years 1998 and 2004, there was an almost twofold increased awareness among patients of dyslipidemia and an approximately tenfold increased usage of lipid-lowering drugs. This change probably happened because of better awareness in the defined population about stroke and the importance of its prevention. There was no change in terms of diabetes mellitus and past history of myocardial infarction.
Newer diagnostic modalities such as MRI and increased awareness resulted in early diagnosis of less severe ischemic strokes in 2004 as compared to 1998. There were no significant changes in incidence, severity and fatality among hemorrhagic strokes. It is expected that the better control of hypertension would have resulted in lower occurrence of hemorrhagic strokes, but the effect was evened out by increased usage of antiplatelets and anticoagulants, which carries a small but potential risk for bleeding.
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Neuroepidemiology 2012;39: [43] [44] Over time, the overall case fatality rates have shown decreasing trends, attributable to decreased numbers of deaths from ischemic strokes. In addition to increased detection of less severe cases, better management has also been responsible for this decline. Recent studies have shown significant reduction in mortality in subjects who were managed in stroke units rather than in conventional wards [10, 11] . In contrast, in hemorrhagic stroke (including subarachnoid hemorrhage) there had been no significant changes in mortality over time.
